and superficial ulceration, which took two or three months to heal. Section of a group of thick roofed blisters on the abdomen showed thickening of the epidermis, intercellular cedema of the epidermis and the formation of blisters within the epidermis. Potassium iodide 5 grains (013 G.) t.d.s. was given for a week, and tw9 new areas appeared on the right leg and ankle. They were circinate, erythematous patches witlh thick-roofed vesicles. 30% iodide ointment was applied to healed areas and small blisters appeared around the healed sites.
H. L., aged 37, a labourer. This man has callosities of the palms and soles which first became painful about ten years ago. But he thinks that he has had "hard skin" on the hands and feet since childhood. He had to give up manlual work six months ago because of the pain in the hands, but since then the lesions have remained unaltered.
There is nothing to suggest that he has had arsenic at any time. Family history.-He tells us that of his four brothers and four sisters, one brother and one sister are affected. His mother and a sister of hers, and his maternal grandfather are also affected. One of his two daughters has a small lesion on one foot.
There was no consanguinity between his parents. It is interesting to note that only the feet show the keratosis in all his affected relatives, whereas this patient has well-marked lesions of the hands as well.
There is a patchy symmetrical keratosis of the palms and soles, affecting mainly the pressure points, and there is some degree of pes cavus. Hyperid-rosis is not a feature. There is not the diffuse involvement of surface that is seen in tylosis, nor are there the fine pitted lesions of punctate keratosis. While the general appearance suggests callosities, the p-rsistence of the condition is against a simple mechanical origin.
The family history as far as it goes points to the trait being inherited as a regular Mendelian dominant. This is in keeping with previous observations on families showing keratoderma disseminatum palmaris et plantaris.
The President: I have seen one case, in a girl, but she was an unco-operative subject. At the time I tried to read up the literature, but it is very difficult to find any classification or grouping, and there seem to be very few cases published. Terence D., aged 9 years. History.-The eruption was first noticed on the abdomen in March 1946. Since then there has been a steady spread to many other areas, with no evidence of resolution anywhere. There has been no itching. The mother gives no relevant past or family history. In particular there is no history of skin disease or of tuberculosis.
On examination.-The lesions are minute, wholly discrete papules, varying in size from 0 5 mm. to 2 mm. in diameter, but otherwise of uniform character. Their surfaces are glistening. Some are flat and some are dome-shaped, but all are easily palpable. There is no erythema or scaling and the colour is that of normal skin.
They are grouped together in colonies of varying size, distributed profusely on the trunk and limbs, and also on the penis, the forehead and right cheek. They are not related to the pilo-sebaceous follicles. The mucous membranes and the palms and soles are normal. Nothing abnormal was found on general examination.
Investigations.-X-ray of chest: No abnormality seen. Mantoux test: 1: 10,000 negative; 1 :1,000 negative. Biopsy from lesions on the right hypochondrium shows histological features characteristic of lichen nitidus.
Comment.-In view of the original conception that the etiology of this condition was tuberculous he has been treated with calciferol, 100,000 i.u. daily. He has had
